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A 36-year-old male patient reported to the clinic with the complaint of pain in the maxillary right lateral incisor for the last 2 weeks. Dental history revealed no previous trauma or any relevant finding. On clinical examination, the tooth was intact with no mobility and was tender on percussion with periodontal pocket depth of around 10 mm in the midpalatal region measured by a UNC-15 Periodontal probe [ Figure 1 ]. Electronic pulp testing revealed no response showing the presence of nonvital pulp that may have necrosis with time due to the extension of periodontal pathology. Intraoral periapical radiograph showed the presence of lateral and periapical radiolucency [ Figure 1 ]. Based on these findings, the tooth was found to have a radicular lingual groove with localized periodontitis along with necrotic pulp.
A combined endodontic and periodontal approach was planned. In the first phase of the treatment, root canal treatment of the tooth was performed using 5.2% sodium hypochlorite with subsequent calcium hydroxide (Ca(OH) 2 ) dressings after 1 week for 2 times followed by obturation. Then, localized flap surgery was performed over the area using intrasulcular incision showing a large palatogingival groove with calculus deposits along with bony defect [ Figure 2 ]. Thorough scaling and root planing of the area was done along with debridement by using Gracey curette number 1/2 (Hu-Friedy). After this, odontoplasty of the groove was done using a round diamond bur to make it a smooth polished surface [ Figure 2 ].
The final step involved the root conditioning of the tooth surface with MTAD BioPure TM (mixture of tetracycline, citric acid, and detergent) [ Figure 3 ]. After this, the flap was sutured back and covered with periodontal dressing (COE-PAK™ by GC) [ Figure 3 ].
The patient was recalled after 1 week, and his clinical condition was assessed with removal of periodontal dressing and sutures and was kept under observation. After 1 month, the periodontal condition of the tooth was assessed clinically by probing and much improvement was seen in terms of probing depth which was reduced to 4 mm with a clinical attachment gain of 6 mm (earlier, the probing depth was 10 mm) [ Figure 4 ].
discussion
Radicular lingual groove is one of the developmental anomalies of maxillary incisors that occurs as a result of infolding of the inner enamel epithelium and Hertwig's epithelial root sheath that creates a groove passing from the cingulum of the incisors toward apical direction onto the root; as a result, later on, this anomaly creates a niche for plaque and bacterial accumulation, leading to both pulpal and periodontal problems. [6] Recognizing palatogingival groove is not easy always as it may involve symptoms of true periodontal lesion or true endodontic lesion or a combination of both; the final diagnosis is made based on clinical examination and detecting a notch in the lingual surface of crown. More than 50% of the palatogingival grooves are seen to extend beyond the cemento-enamel junction onto the root surface. Among these grooves traversing the root, 43% have shown to extend apically <5 mm in distance, 47% between 6 and 10 mm, and 10% have shown extension beyond 10 mm. [1] Based on the invagination of the groove toward the pulp cavity, these have been termed as shallow/ flat (<1 mm), deep (>1 mm), and a closed tube. [7] Radicular lingual grooves are classified as simple and complicated. Simple grooves are less likely to communicate with pulp as they are shallow and represent only minute folding of Hertwig's epithelial root sheath, whereas complicated grooves are deep and more likely to communicate with the pulp, causing combined endodontic and periodontal lesion. [8] The final diagnosis of such combined lesions is aided by detecting notch in the tooth crown and periodontal probing. [9] In the present case, the exploration of the lingual fossa of the tooth revealed fissure-shaped defect that was covered by plaque and calculus, and periodontal examination revealed a deep pocket depth of 10 mm in the midpalatal region. The pulp was also nonvital, with radiographs showing periapical and lateral radiolucency. First, endodontic therapy was completed; later on, periodontal therapy was initiated involving open flap debridement involving scaling and root planing with odontoplastly of the groove. After root planing, a smear layer is formed that serves as a physical barrier between the periodontal tissue and the root surface and may inhibit the formation of new connective tissue attachment to the root surface. [10] For this purpose, MTAD BioPure TM was used as a root-conditioning agent which showed excellent results in terms of clinical pocket depth reduction with gain in periodontal attachment levels. The patient was kept under observation and follow-up visits and showed excellent improvements in pocket depth reduction from 10 mm early to around 4 mm.
BioPure MTAD (Dentsply Tulsa Dental, USA) is a material originally developed as a final irrigant for endodontics. It is a mixture of doxycycline (a tetracycline isomer), citric acid, and polysorbate-80 (a detergent). MTAD has been reported to remove the smear layer effectively, eliminate microbes that are resistant to conventional endodontic irrigants and dressings, and provide sustained antimicrobial activity. Studies have shown better smear layer removal and enhanced fibroblastic attachment to the tooth surface of MTAD as compared to other root conditioners. This is in accordance with the study done by Zia et al., 2014, [11] and Tandon et al., 2015. [12] conclusion It is, therefore, concluded that an interdisciplinary approach is required in such type of cases following both endodontic therapy and periodontal treatment. Here, we tried using MTAD which is a newly introduced product in the branch of periodontics as a root-conditioning agent that showed excellent results clinically.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.
references

